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Abstract

Within the current context of health care, health promotion for individuals with chronic illness often reflects the priorities of disease-specific preventive care needs and related physical, social, emotional, and spiritual wellbeing. This article reports a phenomenological study of how older people with chronic illness experience health and health promotion and illuminates a different perspective of health resources and strategies. The findings have profound implications for nursing practice and theory, suggesting the need for restructuring work assignments and refocusing nursing care more clearly away from the medical model.


  The best way to do is to be.

  • Lao Tzu

  Current Knowledge of psychoneuroimmunology and holistic views of human life suggest the importance of being healthy, particularly in people with chronic illness. Yet living with chronic illness daily challenges health, or "the individual's ability to realize aspirations, satisfy needs, and respond positively to the challenges of the environment." [1] (p73) In mobilizing their resources for everyday living, chronically ill individuals often encounter the informal expectation that they can control their body with their mind. [2] Failure to achieve such control may elicit feelings of shame, blame, and failure to meet one's own responsibility. [2] The individual's ability to respond positively to the environment, and thus the individual's health, is thereby seriously undermined.

  The challenge of promoting health for individuals with chronic illness is particularly complex. Because of the hegemonic influence of the medical model, both professionals and those for whom they care tend to focus attention primarily on the chronic illness and on preventing or minimizing associated limitations, [3] sometimes assuming that improved health will be an outcome of their efforts. Those who view health as different from illness make an additional effort to promote health with the aim of enhancing the individual's general physical, social, emotional, and spiritual well-being. [4,5] Viewing health as a resource for everyday living, [1] however, means that health promotion for people with chronic illness must focus simultaneously on health and on illness.
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  BACKGROUND AND SIGNIFICANCE

  Theory to guide professional health promotion practice still requires development. The predominant focus of health promotion theory [6-8] has been on achieving disease prevention outcomes [9,10] through the individual's compliance with various screening tests and behavioral changes. Kolbe et al's [11] decision-making paradigm has come close to promoting self-help and freedom of choice but does not recognize social and environmental influences or the notion of shared health. Pender's [4] model has encouraged the study of variables that affect specific health outcomes but does not illuminate how the process of promoting health is enacted on a daily basis.

  Nursing theories provide clearer insights into how health, as currently defined, is created and promoted. Rogers's [12] theory of unitary beings, Parse's [13] theory of man-living-health, [13] Newman's [14] model of health, and Allen's [5,15] developmental health model are particularly relevant to current health promotion as "the process of enabling people to take control over and to improve their health." [1] (p73) However, practical strategies for promoting health, especially for those living with chronic illness, are not directly illuminated.

  "Theoretically uninformed, pragmatic decision-making continues to dominate much of health education practice." [16] (p132) In their work with people with arthritis, Gonzalez et al [16] used health promotion strategies from four psychosocial theories, including self-efficacy, [17] stress and coping, [18] learned helplessness, [19] and social support. [20,21] Strategies for enhancing self-efficacy include skills mastery through contract setting, role modeling by others with arthritis, reinterpretation of signs and symptoms, and persuasion. The strategies of encouraging positive reappraisal, problem confrontation, distancing from problems, self-control, social support, activity distraction, self-talk, prayer, and acceptance of responsibility promote coping. The theory of learned helplessness suggests the potential of cognitive restructuring, whereas social support theory suggests a focus on enhancing personal and mutual aid networks. [16] While these strategies emphasize the principles of self-determination, self-help, self-reliance, and mutual aid, they are directed at managing the chronic illness, not health.

  Benner et al [2] illuminated the experience of living with chronic illness (specifically, asthma) as a process of rejecting, fighting and controlling the illness, and learning acceptance and self-care experientially. Whether individuals equate managing their chronic illness with health, however, remains an unanswered question. The study reported in this article therefore explored the meaning of health and the process of health promotion for older people with chronic illness. Health and health promotion were assumed to be inextricably intertwined. Therefore, the research question specifically asked, How do older people with chronic illness experience health and health promotion?
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  METHOD

  Using interpretive phenomenology, the researchers explored the meanings, motives, intentions, emotions, and feelings [22] that individuals with chronic illness identified as part of their health and health promotion experience.
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  Context

  The phenomenological study took place in parallel with a randomized controlled trial to test the effectiveness of a health promotion intervention. In the quantitative study component, subjects in both the intervention and control groups are being measured at baseline, immediately following the intervention (22 weeks), and at 1 year postintervention for incidence of hospitalization in the past year, total use of home care services in the past year, life satisfaction, self-esteem, interpersonal dependency, self-care agency, locus of authority, and desire for information. Currently there are 197 subjects enrolled in this study, which is scheduled to conclude in 1997.

  The intervention, designed in accordance with therapeutic applications of an adult education theory called perspective transformation, [23,24] occurred in each study participant's home setting. The care encompassed a series of 8 to 10 weekly visits lasting approximately 1 hour each, followed by approximately 7 30-minute visits occurring biweekly as negotiated with each participant. During these personal visits, the study's specially trained intervention nurse facilitated each patient's critical reflection, asking participants to reflect on what life and health mean to them; what is needed and expected to make life and health as good as possible for them; how they manage life and health; who makes life and health as good as possible for them; what they do to make their own life and health as good as possible; what changes, if any, they might like to make in their life and health; what they perceive to be the advantages and disadvantages of those possible changes; how they are managing their own life and health now (that is, as the critical reflection process progresses); what could be done to make the ongoing experience of everyday life better; and thoughts and feelings about the intervention visits. The intervention thus consistently focused on health and health promotion as currently defined, rather than on the chronic illness. While the facilitator fostered participation and self-control, the process consistently promoted critical reflection.

  The theoretical basis of the intervention has parallels with the nursing theories previously mentioned, in particular the work of Newman [14] on expanding consciousness. Viewing health as a process that evolves over time, Newman espoused the process of discovery of "the meaning of life and health and what those of us in the health professions can do about it" [14] (p14) through expanding consciousness. Newman attributed the foundations of her theory, in part, to her experience of caring for her chronically ill mother.
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  Sample

  Inclusion criteria limited the sample to individuals who were over 65 years of age, cognitively intact, hospitalized twice or more in the past year, discharged from hospital within the past week, and receiving professional health care in the home to manage their chronic illness. Chronic illness was defined in keeping with the U.S. National Center for Health Statistics [25] definition as any illness of 3 or more months duration.

  For the phenomenological study reported here, purposeful sampling identified from among consenting audiotaped participants (92 of 99) those who had been most able to critically reflect and provide detailed information during their experience of health and health promotion. Further selection aimed to achieve maximum variation [22] in gender, age, socioeconomic status, and chronic illness of sample members so that findings had potential applicability to many chronically ill people over 65 years of age. In keeping with qualitative methodology, sampling ceased when researchers determined that themes were adequately confirmed. [26] The qualitative sample of 13 ultimately selected had a mean age of 77.6 years (range, 68 to 86 years), mean intervention hours of 13.92 (range, 8.5 to 22.5 hours), and mean number of intervention visits of 13.8 (range, 10 to 16). All qualitative research participants were English-speaking white people. Their chronic conditions included chronic obstructive lung disease, coronary artery disease, congestive heart failure, diabetes, chronic renal disease, renal failure, arthritis, chronic back pain, hemorrhagic bowel, and cancer of the bowel.
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  Methods

  Audiotapes of all visits with selected participants were transcribed verbatim and together constituted 181 hours of interview data. Additional secondary data included the nurses' field notes about these visits and 40 hours of audiotaped and transcribed team analysis sessions in which the two intervention nurses and the principal investigator explored the nurses' experience of health promotion with study participants.

  Each intervention nurse and the principal investigator independently made a preliminary analysis of the transcribed data using the immersion and crystallization interpretive analysis technique. [26] Team analysis sessions permitted further clarification of key themes and patterns related to the experience of health and health promotion. [26]
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  Credibility

  Techniques to promote credibility of the findings included tape recording and verbatim transcription of interviews and team analysis sessions to ensure accuracy of the data. [26] Member-checking [26,27] occurred with qualitative sample participants at each subsequent visit and with several participants at final visits, when nurses presented the preliminary interpretation of findings to confirm whether themes and patterns made sense of their experience of health and health promotion and to further refine the interpretation. To promote applicability of findings to others having similar experiences, peer debriefing and peer review occurred at several meetings held with co-investigators during the course of the 1 1/2 years spent collecting and analyzing the data. Credibility was further enhanced by triangulation of both methods (that is, by comparing data from both interviews and field observations) and sources [22] (that is, by comparing across participants and across investigator sources). A variety of health care professionals also received preliminary presentations of the findings and provided assessments on the cogency, coherence, and relevance of the findings to their experience of caring for chronically ill older people in the home setting.
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  FINDINGS

  Meaning of health

  For older people with chronic illness, health simply means being able to do the things they want to do. One elaborated as follows: "I'm not expecting miracles, but it would be nice to be able to do something; nothing heavy, just putter. All I want now is just something to do.... I'd like to be able to accomplish something." Participants identified health as something different from their chronic illness. As one explained, "I would say it [health] means a lot more to me now than it did.... I don't think it matters how much illness you've got, you still think about your health, you know."

  While participants' experiences clearly portrayed a functional definition of health, [28] their stories also revealed subscription to the eudaemonistic definition of health, with an enthusiasm for attaining a sense of fulfillment or purpose in life through doing. As one said, "Life is a wonderful thing, to enjoy every day, and see what you can accomplish.... So, you can knit, or go outside and make a snowman. To me, you are doing something, rather than just sitting."
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  Experiencing health and health promotion

  Participants ultimately experienced health as a "balancing act." To be healthy with chronic illness, the balancing act often meant having to consciously sort out what "doing" meant to them and balancing "want to dos" with perceived "can dos" and "need to dos." As one explained, "The goal is now I have to do it the way I can, not the way I want to do it. Before, I did it the way I wanted. Now I have to do it the way I can. If I can, OK. If not, I have to leave it." Creating health through this balancing act did not come easily, however.
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  Promoting health with chronic illness

  Promoting health with chronic illness was, for study participants, a dynamically changing and evolving endeavor that encompassed four components: fighting and struggling, resigning oneself, creatively balancing resources, and accepting.
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  Fighting and struggling with what is and what will be

  The impositions of both the chronic condition and the health care system engaged in the management of that chronic condition triggered the need to do battle to achieve aspirations, satisfy needs, and respond positively to the challenges of the environment. For example, the limitations of the chronic condition had to be recognized and addressed in some way. As one 83-year-old man explained,

  When you're cooped up, it's hard to keep positive.... I haven't been able to do hardly anything for a year.... I've got to keep struggling I guess.... I try not to get discouraged, but you're sitting here and you get thinking, and the first thing you know you've got yourself all...worked up....Life's a drag sometimes.

  The struggles with "the system" often came from not knowing how to gain access to or navigate one's way through the multiplicity of services or from having health goals that conflicted with the goals that professionals identified for the participants' care. Several participants struggled with the physician's proposed solution of institutionalization. For instance, an 84-year-old woman who was considered an abuser of emergency department services had been advised by her physician that she should be in a nursing home. During the course of the intervention, she mustered her personal resources and began to succeed at the "balancing act." One year later she was still managing on her own at home. She explained her struggle with "the system" as follows:

  He [doctor] fired me.... Just because he couldn't get his own way.... He and the nurses went over my head. They wanted to put me into a nursing home.... So I changed doctors.... It wasn't because of the doctor himself. It was the insults,...the nasty things that he said about my health.
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  Resigning oneself to what is and what will be

  Frequently, the energy consumed in the struggle for health with chronic illness took its toll, leaving the older person in a somewhat negative state of resignation to limited health. For example, when asked if there were other things that she might do to confront her frustration with the health care services being provided, one woman responded, "Just wait it out....He [doctor] can't do much." Another said, "I don't have much choice." Speaking of her struggle with the limitations of her chronic condition, a third said, "I don't think there is a person who can really get used to it. You live with it." When participants resigned themselves to limited health, they portrayed their experience in negative tones, describing it as "putting in time" or "killing time." While a few participants seemed to get stuck in a pattern ultimately appearing as depression, most participants succeeded in pulling themselves out of this state of despair. Energy and resources were mustered. As one participant said, "Why should you sit and carry on? It doesn't do you any good....Your best bet is to pick up a good book...and to read that somebody else has a lot of trouble and how they got over it." Another explained his tactic: "So I lay down for a while, and then I settle down and go about it again and do something." This struggling to overcome resignation led to positive gains in health.
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  Creatively balancing resources for health

  Creating new ways of doing things and new, yet still meaningful things to do was a part of being healthy with chronic illness. Determined to manage her personal hygiene as part of her daily routine, one 83-year-old woman portrayed her creative solution to a new colostomy:

  The nurses didn't think I could maybe do it myself, and they were offering to come any time I needed it changed. And I said, "No!" I have to conquer these things. So I put a mirror in my wash basin and there I stand. I had a long mirror, stood against the wall, but I couldn't seem to manipulate it the same. But I can, with this mirror in the wash basin.

  An 84-year-old woman confined to a chair in a seventh-floor apartment described her creative solution to the potential boredom of confinement: "Sometimes I imagine I am some place I would like to be.... You can always put yourself in the place of a story or in a picture on TV, and I do that sometimes."
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  Accepting what is and what will be

  Whenever the balancing act was achieved, participants described an acceptance of their life experience despite the limitations of their chronic illness. Their stories portrayed them as realizing aspirations, satisfying needs, and responding positively to the challenges of their environment. A reframing of expectations that encompassed a balance between "want to dos" and "can dos" was apparent in their experiences. As one said, "Today, I am OK, just like I was before the illness. I have the will, so I work. I'm a little slower than before. I must take time.... But as long as I work, there is something." This 83-year-old man's activities were undertaken with altered expectations, but the altered and balanced expectations, coupled with the effort and resources mobilized, enabled him "to do the things I want to do," or, in other words, to be healthy.
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  Strategies for promoting health with chronic illness

  Older people with chronic illness identified many strategies for health promotion. The extrinsic social, professional, fiscal, and physical resources so commonly identified and mobilized in health care were important to compensate for the limitations created by the chronic conditions. But resources and strategies most directly related to "health," as currently defined, were very different. Strategies drew on intrinsic resources called into play in creating the person's way of being in life and health and on resources mobilized through interpretation of and interaction with his or her environment. All played an important role in the health promotion process of study participants.
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  Strategies drawing on intrinsic resources for being healthy

  The key intrinsic resources apparent in processes for being healthy on a day-to-day basis included personal creativity, imagination, determination, and purposeful or intentionally aimed self-directedness. While participants did not consciously identify these resources for health, all very apparently drew on such attributes in the health promotion strategies that constituted their daily efforts at being healthy. Participants carefully circumvented or intentionally minimized their chronic conditions and limitations in the process. Strategies used, as illustrated by participants' descriptions, included

  • creating a sense of purpose:

  You have to keep going and see what you can accomplish. Even if it's going to a friend's [home] and taking them somewhere or showing them something rather than just sitting. You come home fulfilled. You feel like the day is worth something.

  • consciously attending to attitude:

  Well, I try [to keep going from day to day]. I know that nobody's going to do it for me. That's one thing about it, you've got to do it for yourself, because that's one thing that nobody can do for you.

  I think you have to think positive.... You've got to help yourself.... If you don't help yourself, nobody else is going to.

  • drawing on personal patterning:

  I'm not going to lay down and die, you know.... I'm a fighter.... If I wasn't a fighter, I wouldn't be here.... So they can't take that away from me. I mean, that'll always be there.

  • setting and striving for goals:

  Just list them [alternatives] down and then comes the pros and cons, you know, to Figure outwhich [option to choose].... A lot...do their thinking after they have done it. Well, I don't want to do that....

  And I got to thinking, gee, I did without a cigarette for a whole hour. Why can't I do without for two hours, or three hours? And I just talked myself out of it and I quit smoking....

  • talking to self:

  But believe you me, the first day I went there [to hospital] after that [suggestion of placement in a nursing home], no one told me to put my stockings on. I did. I put them on. I mean, I just had to talk to myself: "You've got to do it, Jenny, you've got to do it!"

  I remember sitting here one day and saying, "Well, this has got to stop. I am just feeling sorry for myself. I am giving myself a problem." And I will sit here lots of times and talk away to myself and talk my problems out.

  • learning about self:

  And it [self-confidence in one's own ability to make decisions] goes fast once it starts.... I could see it coming. I know that what happened [loss of self-confidence in making decisions regarding her care at time of discharge from hospital] taught me one of the biggest lessons of my life. Don't let your guard down for a minute. You know, just be yourself!

  • taking one step at a time:

  We just move hour by hour and day by day around here.... At one time, I said day by day. Now I say, hour by hour. We get through one hour, we know we are headed for the next.

  • maintaining control:

  The doctor said to me, "You need to go into a nursing home. What if they go into your home and find you dead in your chair?" I said, "It would be a happy 'dead.' It would be my chair."

  • reframing expectations of life and self:

  I don't know that anybody really has control over their life, because you just don't know what to expect the next day. But as far as exercise and diet, you have control over that. There are certain things that you do have control over.... You realize that you can't do that extra eating.... So that's something you do have control over.

  A lot of people say, "I don't know how you can do it, sit there in that chair all day." I say, "I don't. I get up and walk out to the kitchen and look out the windows out there and look out the back at the birds. I sit down in the kitchen for a while and read." It's just whatever you make it.
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  Strategies drawing on interpretation and interaction with one's environment

  The people and things accessible to older study participants from day to day also served as resources for health. Cultivated through personal patterns evolved over time, these resources were developed from personal experiences of interaction with one's environment and the meanings individuals made of these experiences. The meanings derived from personal experiences served as the essence of personal learning and growth. Study participants portrayed their resourcefulness in drawing on their environment to create health in accordance with the following illustrated strategies:

  • creating alternative ways of being:

  We might...get rid of that freezer out there [to make space for a bed on the main level]....And then we could put the bed back in there along that corner on that wall there....Then we can wheel it over by the window and I can talk to the birds in the summertime out the window.

  • comparing self favorably to others:

  I see people...a lot younger than me and all crippled up and living in a wheelchair or motorized scooter or walker or something. I Figure Iam lucky. I know they are a lot younger than me.... You've got to make the best of it, look on the positive side.

  • mobilizing social reciprocity:

  You have friends to do it [snow removal] for you.... I went over to see him and said, "There's a whole lot of oil and stuff over there,... if it's any good, you can have it."... He said he'd use it on his snowblower and his garden tractor and lawn mowers. We kind of help each other out.

  • ventilating:

  We have all got problems, and we have to work them out. I found talking...helped.

  • drawing on intergenerational patterning:

  I was glad I kept my own folks [parents]. I think I learned an awful lot from them. I'll be just like my mother or my father. He was 90, out there raking my lawn, and so this, to me, is what I want.

  • drawing on spousal patterning:

  I think it [husband's approach to life and dying] has helped me. I think it gave me an inner strength that I wouldn't have had, possibly. I don't think I would have been as good. I think I would have been a basket case.

  • drawing on environmental esthetics:

  I like to eat outside. I like to be somewhere where I can get out, like this.... When the sun shines you think, "It is not going to be long before I will be able to get out on that patio, and then I'll feel better...."
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  DISCUSSION

  Interpretive research does not elicit generalizable findings. Results of the randomized controlled trial in progress will provide concrete outcome measures of the intervention as it applies to older people with chronic illness. Further qualitative and quantitative research is also needed to obtain more knowledge about the health promotion strategies of other age groups and peculiar to individuals with specific chronic illnesses. The effectiveness of the strategies discovered in this study also requires investigation. As others [29,30] have argued, research addressing health indicators consistent with a functional or eudaemonistic definition of health particularly may achieve advances relevant to the theory and practice of health promotion. Nevertheless, the findings of this study have provided many insights into how older people with chronic illness create health.
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  Promoting health vs living with chronic illness

  While 80% of adults over 65 years of age have one or more chronic illnesses [31] requiring ongoing care from professionals, the vast majority (95%) continue to live in the community, most frequently in their own households (77%). [32]. Their lives and health, then, have the potential to encompass much more than living with their chronic illness. The participants in this study have confirmed this greater potential. When asked about their health and health promotion, like people with disabilities, [29] older people with chronic illnesses focused not on their chronic conditions, but on their own activities and attitudes. Findings have parallels with the theory of salutogenesis. [33]

  Admittedly, the patterns of health and health promotion have many similarities to patterns of living with chronic illness. For instance, in an interpretive phenomenological study of 95 adults with asthma, Benner et al [2] found four different self-described relationships to the chronic illness: (1) acceptance; (2) transitional, characterized by change to less anger or rejection of the illness: (3) nonacceptance, characterized by externalization of the disease or by situating it in the mind, controlled by the mind; and (4) adversarial, characterized by anger and rejection of the disease as alien and enemy. Individuals in the third and fourth categories (56%) portrayed a pattern of rejecting, fighting, and controlled the illness, similar, in part, to the fighting and struggling described in this article as a component of the process of promoting health. Those who portrayed acceptance (27%) in Benner et al's study described it as an alternative understanding of responsibility and moral agency, learned experientially through "self-talk." The parallels with self-talk strategies of participants in the present study are apparent, providing confirmation of findings.

  Two major differences in the findings of the current study merit consideration, however. First, the participants experienced both fighting and struggling and varying degrees of experimental learning and acceptance, often vacillating from one pattern to another in what appeared to be a dynamic and constantly changing process. Second, both the fighting and struggling and the experiential learning patterns described by the participants focused on more than the chronic illness per se. Strategies for health promotion included more comprehensive concepts related to attitude, way of being, life context, and the personal patterning associated with the broader life experience of the individual.

  These differences may be attributable in part to the different demographics of the two studies' samples or to the fact that data in the present study were obtained over a series of visits occurring over a 22-week period rather than from three separate and differently focused interviews. More importantly, however, the differences inevitably reflect the different phenomena under investigation. Benner et al's [2] study focused on living with the chronic illness. Our study focused on promoting health with chronic illness. Thus, the differences in the findings quite intentionally illuminated different experiences. While people with chronic illness experience neither health nor living with their chronic illness in isolation of the other, the different framing of their holistic experience elicited different perspectives.

  This understanding is fundamental to creating health with chronic illness. Logically, if health and illness are inextricable parts of holistic human experience, many of the resources and strategies for addressing health and illness are the same. For instance, Miller [34] identified knowledge, coping resources, problem-solving attitude, sense of personal mastery, and motivation as factors that influence positive adjustment to chronic illness. Nursing strategies detailed in the chapters of her book elaborate on overcoming powerlessness, using bibliotherapy and imagery, facilitating behavior change, enhancing self-esteem, and inspiring hope. What is missing from these lists, however, are superordinate health strategies that attend to the personal goals, aspirations, patterns, and lessons contained in the individual's larger life context.
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  Promoting health with chronic illness

  Gonzalez et al [16] presented a long list of strategies for health education. Their strategies include self-talk, reinterpretation, and problem-solving, all of which were confirmed in the experiences of the current study participants. Beyond these approaches, however, several new insights into creating health with chronic illness were illuminated in this study.

  All of the health promotion strategies identified by study participants were things that they themselves could do and actually did, to varying degrees, in keeping with their personal patterns of being and doing on a daily basis. In addition to health promotion strategies previously identified in the literature, study participants illuminated how they went about creating a sense of purpose, positive attitude, and personal patterning to accommodate the changes that chronic conditions created in their self-image and potential for living. Actions did not reflect an effort to control their bodies with their minds. [2] Rather, their health promotion efforts revealed a conscious attention to deliberate, diligent effort to achieve their new potential to their fullest capability, reframing expectations and self-images wherever realistic potentials were lessened by the chronic conditions. Past and present dimensions of their life contexts, including parental and spousal patterning, others who were similarly challenged by physical limitations, and people and things potentially helpful with this process were used as resources to augment their efforts.

  Particularly apparent throughout participants' accounts of health promotion was their creativity. New perspectives on purpose in life; new applications of personal, intergenerational, and spousal patterning; new solutions and alternatives to characteristic ways of doing and being; new understandings of themselves; and new expectations of life and themselves permeated their health promotion efforts. All reflected the originality and meaningfulness characteristic of what is defined as "everyday creativity" [35] and what is known in nursing theory as the "creativity of life" encapsulated in the principle of helicy. [36]

  According to Flach, [37] any significant change in the organization of one's life demands creativity as the individual progresses from disruption of existing mental, emotional, interpersonal, or environmental structures through building new or more adaptive ones. As part of the process, the individual faces ambiguity and lack of structure as ideas form and comingle. This experience is distressful, often appearing as anxiety or depression. However, with the final synthesis and closure come joy and exhileration. [37] This description of everyday creativity closely parallels study participants' descriptions of the process of promoting health with chronic illness.
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  IMPLICATIONS FOR NURSING

  If nurses are to promote the health of those living with chronic illness, then their efforts must be directed primarily and holistically toward the individual's larger life context, personal goals, aspirations, and patterns, rather than toward the chronically ill individual living with the limitations resulting from illness.

  Attention to the chronic illness, promotion of acceptance, and management of limitations are indisputably important components of care. However, the priority these components quite naturally receive from health care professionals readily limits health promotion to health education, disease prevention, and a health maintenance emphasis. "Health" is thereby placed at the opposite end of a continuum with "illness."

  Creativity experts [38] have identified openness, autonomy, playfulness, flexibility, and humor as prerequisites for everyday creativity. If health promotion is the creative process that study findings suggest, then pursuing strategies that promote these attributes may also promote health. Rogers [36] provided beginning direction for nurses, suggesting the importance of nurses' allowing for individual differences, attending to how the maturational complexities coordinate with health, and being flexible and creative themselves.

  The distress associated with the creativity of life also merits consideration in attending to the everyday experience of individuals with chronic illnesses. Reframing images and expectations of self demands much of the individual, who could benefit from a nurse's facilitation of the effort. Facilitating the grieving of lost images and expectations [39,40] of one's life and health and supporting individuals' efforts to emphasize and use their assets are important health promotion actions.

  Health promoting strategies identified in this research suggest that nurses' application of Newman's [14] model of health might be particularly effective in caring for older people with chronic conditions. To Newman, illness is merely a component of the much more holistic, synthesized concept of health. The nurse "enters into a partnership with the client with the mutual goal of participating in an authentic relationship, trusting that in the process of its evolving, both will grow and become healthier in the sense of higher levels of consciousness." [14] (p68) The nurse facilitates the client's effort to understand his or her underlying patterns and to move toward higher levels of consciousness. [14] The transformational nature of the process is key. [41] Health is simply a "process of developing awareness of self and environment together, with increasing ability to perceive alternatives and respond in a variety of ways." [42] (p164) Awareness develops by gaining insights into one's own patterns. [14]

  Because of the individualized approaches to promoting health and their creative nature, discovering and developing an understanding of personal patterns evolved by individuals in their own context and over their entire lifetime is critical to the nurse's facilitating health with chronic illness. Active listening and presencing, [43] guided by open-ended questions about life and health rather than living with the chronic illness, allow individuals to identify and become more consciously aware of their own health promotion strategies.

  Findings suggest that resources mobilized to promote health tend to be different from the ones that nurses characteristically identify with more traditional approaches to assessing, planning, implementing, and evaluating nursing care. The usual approaches to history-taking and nursing assessment, frequently structured around closed-ended questions, tend to elicit data related to illness and activities to promote wellness. The openness, autonomy, playfulness, flexibility, and humor required for creativity are easily undermined by this approach. If nurses are to promote health as currently defined, then more conscious allocation of time and effort to listening rather than assessing may be more effective.

  The importance of continuity of caregiver rather than care plan also merits attention. Typically, nursing assignments in both the hospital and community settings do not afford nurses the extended time necessary to obtain the depth of personal knowledge of their patients required to identify the health promotion strategies illuminated in this study. Yet participants in this study, as in others, [44-46] often spoke of the positive effect of feeling that their professional caregiver actually knew them. Participants described the experience of being known as important to fostering their self-confidence. Intervention nurses found that regular comparatively lengthy visits led to a mutual knowing between client and nurse that seemed to enhance the client's self-knowing and comfort with open reflection and consequently enhanced personal knowledge and ability to follow through with self-care.

  Knowing the patient is consistent with the ideals long espoused by the nursing profession. Yet this value continuously has been undermined by the rationalization that continuity of care plan rather than continuity of caregiver can achieve this difficult aim.

  Promoting the health of people with chronic illnesses is obviously an ongoing process. The duration of the care partnership therefore affords the profession an opportunity to rise to the challenges associated with arranging for continuity of caregiver. Perhaps it is time to extend the concept of primary care nurse across the system boundaries that artificially divide a person with a chronic condition into a "hospital patient" being "treated" for the illness and a "client" being "cared for" in the home setting. Nurses, after all, are educated to provide care in both care delivery contexts. If health promotion is to be a significant component of nursing practice, perhaps nurses' worksites should not be confined by the medical model of illness care.

  Several changes in nursing employment arrangements could facilitate more continuity in the nurse's relationship with specific individuals requiring care. For instance, hospitals and community nursing agencies could arrange joint appointments for nurses, who, as autonomous professionals, could be given responsibility for managing and staffing their own caseload. Nurses acquiring and developing their positions in new health maintenance organizations could create or negotiate similar caseload assignment approaches in their job descriptions. Independent nurse practitioners are particularly well situated to address the continuity of caregiver needs associated with promoting the health of individuals with chronic conditions.

  The opportunity to evolve the professional practice of nursing in accordance with ideals long espoused and intuitively known to be important to preserving the essence of nursing has never been greater. As the findings of this study suggest, people with chronic conditions might benefit greatly from care arrangements that afford continuity of caregiver. The nursing profession has the opportunity to enhance its contribution to health care and, in so doing, to enhance nurses' professional autonomy and status.

  Creating health with chronic illness demands a different focus than living with chronic illness. For the individual, promoting health is a balancing act that evolves through a dynamic and constantly changing process of fighting and struggling with what is and what will be, "to be that self which one truly is." [47] (p17) Sometimes expectations and self-image exceed resources and potential, and individuals experience resignation. Often, however, the individual, drawing on his or her own creativity, imagination, and determination, succeeds in creating alternatives and solutions to realizing aspirations, satisfying needs, and responding positively to the challenges in the environment.

  While these findings may seem simplistic to health care professionals, their implications for practice are profound. Nurses aiming to promote the health of those with chronic illness need to shift their focus toward the individual's life and health, of which chronic illness is merely one component. Knowing the individual as a person rather than as a patient is essential and requires continuity in the caregiving relationship. Applying Newman's [14] theory may help to facilitate the focus necessary to promote conscious awareness of personal resources and strategies.

  The best way to do health promotion, whether as a nurse or simply as an individual, is to be with one's own fullest potential, constantly creating the self in mutual evolution with one's environment. In the present Western world, creating health with chronic illness presents unique challenges for all involved.

  Back to Top
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